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Acuity Objective indicators of acuity of illness and injury are needed to guide clinical decisionmaking and to assess quality and effectiveness of care, but their successful development has proved to be difficult, especially for pediatric patients. Even when certain acuity or severity measures appear to be reliable and valid for use in adults, the question of scoring them for pediatric cases remains. Appendix 7A briefly explores issues relating to measures of acuity and severity of trauma and illness.
Several problems can be singled out. Observation at time of care is unreliable—for instance, it is inconsistent across bystanders, caregivers, or other involved parties—and this is especially true when the patient is a child. Appearance can be a poor indicator of the state of pathophysiologic derangement, and children's vital signs may be misleading. A mix of anatomic, physiologic, neurologic, and psychological factors may need to be assessed. The need to know about time since onset of the problem is often crucial, but it is easier to determine for trauma-related than for illness-related emergencies. Furthermore, the issue can be muddied when the "emergency" is actually the result of insidious deterioration of a chronic illness that suddenly reaches a crisis stage or when baseline status is not normal for age and sex.
In actual emergencies, acuity measures are especially important for decisionmaking about triage, transport, and transfer. Yet time may be of the essence, meaning that some physiologic measures may not be feasible to take and use on the spot. Thus, more research is needed on a reliable, valid, fast, and parsimonious set of measures that will accurately reflect severity of injury or illness as the emergency, and the EMS response to it, is actually unfolding. In broader planning and evaluation efforts, acuity measures are particularly important for comparative assessments of quality of care, because valid analyses require controlling for differences in the distribution of cases by severity. As reflected in the discussion in Appendix 7A, however, questions remain about how well existing measures perform in this capacity.
The difficulties in developing scoring systems for pediatric illness in particular have led to a suggestion to establish a medical registry, along the lines of the trauma registries discussed above, which would make it possible to accumulate the large volumes of data needed to support development of a broadly valid assessment measure (Buchert and Yeh, 1992). A different kind of response has emerged from observations of the inability of adult scoring systems to predict outcome accurately: Civetta (1991), citing seminal work by Feinstein (1967), argues that a better path may lie in closer observation of, and reflection on, the clinical characteristics of illness rather than in attempts to develop new, or yet more complex, scoring systems based on yet more sophisticated laboratory tests and physiologic parameters.per et al., 1992). Such01-239)— established regulations designed to ensure that patients receive appropriate assessment and stabilization before any transfer is made, to ensure that transfers are made in appropriate vehicles and to facilities that are able to provide necessary care, and to deter "dumping" of patients from one hospital to another on the basis of the patient's ability to pay.
